Clinic Visit Note
Patient’s Name: Sophia Reyna
DOB: 03/06/1958
Date: 02/13/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of nausea, occasional lightheadedness, venous stasis and followup for diabetes.

SUBJECTIVE: The patient stated that she has been having lightheadedness on and off for the past one month; however for the last one week the patient is feeling better since she has changed the cardiac medication. Lately she did not fell down, however before that she had some incidents of loss of balance.

The patient has also been nauseated on and off and there is no vomiting and the patient does not have any diarrhea.

The patient also came today as a followup for venous incompetence and she does not have any redness as before on the lower part of the legs.

The patient came today as a followup for diabetes. She had no blood sugars done in the morning at home. Now her 2-hour fasting glucose is 108.
REVIEW OF SYSTEMS: The patient denied headache, double vision, ear discharge, snoring, sore throat, chest pain, shortness of breath, vomiting, diarrhea, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler two puffs four times a day as needed.

The patient has a history of stroke and she is on Eliquis 5 mg tablet one tablet twice a day along with aspirin 81 mg once a day.

The patient has a history of hypercholesterolemia and she is on atorvastatin 40 mg tablet one tablet daily along with low-fat diet.

The patient has a history of vitamin D deficiency and she is on vitamin D3 5000 units once a day.

The patient has a history of hypertension and she is on diltiazem 120 mg tablet two tablets every day.
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The patient has a history of constipation and she is on Colace 100 mg tablet once a day as needed.

The patient has a history of gastritis and she is on famotidine 20 mg tablet one tablet one hour before the meal.

The patient has a history of rhinitis and she is on fluticasone nasal spray 50 mcg, one puff twice a day as needed.

The patient has a history of diabetes and she is on metformin 500 mg tablet one tablet a day and spironolactone 25 mg once every other day along with low-carb diet.

SOCIAL HISTORY: The patient lives with her son and she is a widow. The patient has no history of smoking cigarettes or alcohol use.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement. There is no JVP raised.
LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No pedal edema, but has discoloration of the skin due to incompetent veins bilaterally. No open wounds.

NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
______________________________
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